an overall in-hospital mortality of 7.2% (7 of 97). Follow-up data were obtained from all patients, and the mean follow-up time was 43.36 25.5 months. The 5-year survival rate by Kaplan-Meier analysis was 86. 6%. Three patients with type I endoleak was successfully resolved during the operation. No endograft caudal migration occurred. Late aortic rupture was found in two patients, and two patients received reoperations during the follow-up period. No postoperative paraplegia was found.
Objectives: This study was conducted to evaluate outcomes of fenestrated-branched endovascular aneurysm repair (F-BEVAR) to treat pararenal (PR) and thoracoabdominal (TAAA) aneurysms performed in highrisk patients and to identify those patients likely to benefit from this treatment.
Methods: We performed a prospective single-center study of patients treated electively for PR and TAAA repair using F-BEVAR between 2005 and 2016. Survival was estimated with the Kaplan-Meier method. The risk factors associated with 30-day mortality and mortality during follow-up were determined using multivariate statistical techniques with a Cox regression model including all variables that were significant on univariate analysis (P < .05).
Results: We analyzed the data from 468 patients (median age, 71.6 years) with American Society for Anesthesiology score of III or IV. There were 221 (47.2%) type 1 to 3 TAAAs and 247 (52.8%) type 4 and PR aneurysms, with a median diameter of 60 mm. Technical success of target vessel stenting was 98.7 % (1497 of 1516). The 30-day mortality rate was 4.9% (23 patients). The spinal cord ischaemia rate was 3.8% (18 patients). Objectives: Biomarker (s) for the prediction of future progression of abdominal aortic aneurysms (AAA) may be useful to stratify the management of individual patients. AAAs are associated with features of systemic inflammation and endothelial dysfunction. Flow-mediated forearm brachial artery dilatation (FMD) is a recognized noninvasive measurement for endothelial function. We hypothesize that FMD is a potential biomarker of AAA progression and reflects the temporal changes of endothelial function during AAA progression.
Methods: In a prospectively recruited cohort of patients with AAAs (Oxford Abdominal Aortic Aneurysm Study), AAA size was recorded by anteroposterior (AP) diameter (outer to outer) on ultrasound imaging. Annual AAA progression was calculated by DAP diameter/ (number of days lapsed/365 days). FMD was assessed at the same time points throughout the natural history of AAA progression. Analyses of data were performed in the overall cohort and further in subgroups of AAAs by size (small: 30-39 mm; moderate: 40-55 mm; large: >55 mm).
Results: FMD is inversely correlated with the size of AAAs in all patients (n ¼ 162). There is significant reduction of FMD across the subgroups of AAA (Kruskal-Wallis test, P < .001; Fig 1, A) . FMD is predictive of AAA size progression in the future 12 months (Spearman r ¼ e0.41, P < .001; Fig 1, B) , particularly in the moderately sized group. Further, FMD deteriorates during the course of AAA surveillance (from a median of 2.0% at baseline to 1.2% at follow-up; P < .005, Fig 2) , while surgical repair of AAA (n ¼ 50; [open repair n ¼ 22, endovascular repair n ¼ 28]) leads to improvement in FMD (from 1.1% preoperatively to 3.8% postoperatively; P < .0001, Fig 2) , irrespective of the type of surgery.
Conclusions: FMD is inversely correlated with future AAA progression in humans. FMD deteriorates during the natural history of AAA and is improved by surgery. FMD may be an adjunctive measurement to AP diameter to better inform the frequency of surveillance and timing of surgery, particularly in patients with moderately sized AAAs. The utility of FMD as a biomarker for AAA progression warrants further validation. Objectives: Abdominal aortic aneurysm (AAA) management takes into consideration anatomical characteristics, surgical risks, and survival expectancy. Anatomical features such as AAA diameter have been associated with increased mortality following endovascular aneurysm repair (EVAR), but the available data are scarce, and the influence of other morphologic features on survival remains unclear. The purpose of this study was to determine the importance of baseline anatomical characteristics on survival following EVAR.
Methods: All patients treated with EVAR for intact infrarenal AAA from 2000 to 2014 were included. Civil data registry was inquired to determine survival status, and causes of death were obtained from death certificates. The primary study end point was to determine the impact of baseline anatomical characteristics on all-cause mortality. The association between baseline characteristics and cardiovascular-related mortality was also assessed. Multivariable modelling was performed to identify independent risk factors for the main outcomes and included also clinical risk factors with a values <.01.
Results: This study included 404 patients (12.1% females; mean age, 73 years). During a mean follow-up of 5.7 6 3.3 years, 181 patients died, yielding an incidence rate of 7.9 per 100 person-years. Baseline AAA diameter >70 mm (hazard ratio [HR] 1.64; 95% confidence interval [CI], 1.13-2.38; Table) was the only anatomical risk factor identified for all-cause mortality. Age (HR, 1.05; 95% CI, 1.02-1.09 per year) and renal failure (HR, 1.93; 95% CI, 1.35-2.75) were also associated with decreased survival. Infrarenal neck thrombus $25% was associated with a decreased risk of mortality (HR, 0.49; 95% CI, 0.24-0.98). The 5-year survival rate after EVAR was 70% (95% CI, 66%-75%). Cause of death was determinable for 156 (98.7%) among 158 deaths occurring until December 2014 and was cardiovascular-related in 60 (14.9% overall cohort). An increased risk of cardiovascular-related mortality was found among patients with baseline AAA diameter >70 mm (HR, 2.45; 95% CI, 1.34-4.46) and neck-diameter $30 mm (HR, 2.16; 95% CI, 1.05-4.43). Six patients (1.5% overall) died of aneurysm-related causes (incidence rate of 0.29 per 100 person-years), one patient (1.8%) in the $30 mm neck diameter subgroup and five (1.4%) in the remaining cohort (P ¼ .83).
Conclusions: This study suggests that a baseline AAA diameter >70 mm is an independent risk factor for all-cause and cardiovascular-related mortality after standard EVAR. An infrarenal neck-diameter $30 mm was found to also increase the risk of cardiovascular-related mortality. Consequently, these findings may influence the choice of aneurysm repair and suggest that a more aggressive management of these patients' medical comorbidities may be warranted.
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